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Editorial Comment 
The 49th Parallel: 
How Much Latitude?* 
PAUL W. ARMSTRONG,  MD, FACC 
Edmonton, Alberta, Canada 
The 49th parallel tracks the largest undefended border be- 
tween two countries in the world. It permits a relatively free 
flow of people, knowledge, goods and services and has led to 
mutual benefit between two friendly and good neighbors. 
Concern about spiralling health care costs in recent years has 
led to increased interest in comparing the mode of delivery of 
health care, its cost and outcome on both sides of the 49th 
parallel. Pursuit of this interest has been facilitated by large- 
scale, collaborative, multicenter and multinational clinical 
trials that have allowed evaluation of differences inthe delivery 
of health care for the same clinical problem. Investigators have 
capitalized on these opportunities tostudy patients with similar 
clinical characteristics a sessed with common outcome mea- 
sures over time to evaluate the impact on outcome of inter- 
country differences. 
Study in context. In this issue of the Journal, Pilote et al. 
(1) have examined the role of nonmedical factors as they relate 
to quality of life measures in a cohort of American and 
Canadian patients drawn from the Bypass Angioplasty Revas- 
cularization Investigation (BARI). Acknowledging that prior 
studies of patients with acute myocardial infarction involving 
the two countries have found differences in quality of life after 
myocardial infarction, the authors emphasize that hese studies 
(2,3) did not incorporate a comprehensive assessment of 
functional status before myocardial infarction. Accordingly, in 
the current study, which involves patients with multiple-vessel 
coronary disease who warrant revascularization, 71% of whom 
were symptomatic, Pilote et al. attempt o differentiate the 
impact of medical versus nonmedical factors on health status. 
They assert hat the higher levels of functional status in U.S. 
patients with prior symptoms of heart disease may be a result 
of different patterns of medical care in the United States and 
Canada. Before accepting this assertion, itseems worthwhile to 
examine several elements of their interesting study and place 
them in some context. 
1. The reader must grant he authors their premise that "if 
nonmedical factors explain the observed ifferences in quality 
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of life between Americans and Canadians, it would be reason- 
able to assume that such differences would be evident even 
before symptoms of heart disease develop in patients." There 
are a host of nonmedicai factors to be sure that impact on 
quality of life, and an attempt was undertaken i the current 
study to measure some of these. However, it is a significant 
assumption tosuggest that the similarity of these measures in
patients without prior symptoms of heart disease provides an 
adequate control for their influence in patients with prior 
symptoms of heart disease: It can be reasonably argued that 
the impact of social, emotional and psychologic factors might 
well require the stimulus of symptomatic heart disease to 
provide differential cultural coloring. 
2. What do we know about patient characteristics in the 
study by Pilote et al. that might affect he generalizability ofthe 
conclusion? Understandably, the patients were a select group, 
none of whom had left main or single-vessel coronary artery 
disease, and 29% had no prior symptoms of heart disease. 
Although all of the 934 American patients who participated 
from the seven U.S. BARI sites were randomized tothe parent 
study, fully 36% of the 278 Canadians (all of whom were 
enrolled at the single Canadian site, i.e., the Montreal Heart 
Institute) were not randomized to BARI, raising some ques- 
tion about he comparability of these two patient groups. The 
authors wisely point to the issue of comparability as a potential 
limitation and acknowledge the potential and unmeasured 
importance ofclimate and culture. Because the average yearly 
mean temperature in Montreal is 6.1°C, it would have been of 
interest to know whether the patients from the three southern 
BARI participating sites located below the 40th parallel (i.e., 
Durham, North Carolina; St. Louis, Missouri; and Birming- 
ham, Alabama) were similar to those from the four more 
northerly located sites in Boston, Cleveland, Michigan and 
Minnesota. Although not addressed in the present study, it is 
important to recognize the substantial heterogeneity that exists 
within the United States as it relates to the delivery of health 
care (4). Opportunities xist within BARI and other studies to 
further explore this issue. 
3. Notwithstanding the authors' care in utilizing a number 
of quality of life measures, how confident can we be that their 
use in this study is an accurate and relevant marker of the 
health status of the respondents? Although the basis whereby 
an individual formulates a judgment of his or her health status 
is poorly understood, personal historical factors, coping skills 
and future expectations are perceived to be important (5). 
Americans have been known to be more optimistic about heir 
future, whereas Canadians have had more favorable attitudes 
toward their health system and the direction of their nation's 
government (6). Perhaps it is the legendary American opti- 
mism that accounts for the authors' surprising finding of a 
higher overall health rating in Americans despite their greater 
frequency of prior class III or IV angina (52% vs. 43%, p < 
0.001). It is worth remembering that -67% of Canadian health 
care is delivered by primary physicians and -33% by special- 
ists. Roughly the reverse of these percentages xists in the 
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United States: In this regard a focus on primary care in a 
society with a narrower ange of incomes appears the best 
prescription for satisfying the population, achieving a high 
level of health and controlling health care costs (7). 
Had Pilote et al. (1) chosen to group the overall health of 
their patients (Table 3) with prior symptoms of heart disease as 
good, very good or excellent, as opposed to restraining them 
within the excellent or very good category, the findings be- 
tween the two countries would have been virtually identical. 
The central assertion of the study is drawn from the relatively 
small number of 71 Canadians without prior symptoms of heart 
disease, divided into five health categories, who responded 
similarly to their American counterparts. It is noteworthy that 
the Canadians cluster within the three central categories 
irrespective of whether prior symptoms exist, and fewer are 
distributed at either end of the scale. This distribution raises 
the question as to whether the instrument was interpreted 
differently at a time of heightened French-English sensitivities 
by the French Canadians whose questionnaires were adminis- 
tered first in English with translation to French as required. 
Although it is unclear whether the similarity in work status 
between the two countries in this study held true among those 
with a history of prior symptoms, previous data have indicated 
a similar frequency of return to work after myocardial infarc- 
tion between Canadians and Americans despite a greater 
frequency of cardiac symptoms and worse functional status 
among Canadians (3). If we are to rationally address differ- 
ences in health care costs and the process of medical care 
between countries at a time when powerful therapies have 
tended to equalize hard outcome measures of mortality and 
morbidity, we require better and more objective data capable 
of crossing cultural and other boundaries to establish common 
and more globally accepted measurement standards of health 
status. 
Conclusions. Pilote et al. have usefully contributed to the 
animated and consequential debate about the reasons for 
differences in the functional status of patients with cardiac 
disease in Canada nd the United States. Considerable atitude 
remains around the precise answer to their important question, 
and hence there is ample reason for further investigation. 
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